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Amedic dysentery is of sufficient interest to military sur¬ 
geons and to those working in the tropics to warrant a thorough 
study of it from all standpoints. The etiology and symptoma¬ 
tology have been quite thoroughly studied, and preventive 
medicine has, in many places, been of the greatest benefit in 
lessening the number of cases in a given locality. The results 
of the treatment, however, arc as yet unsatisfactory. Remedies 
given by mouth arc not efficient and, in many cases, irrigation 
per rectum is unable to control the disease. The use of irrigat¬ 
ing solutions introduced in the region of the cecum was begun 
some two or three years ago and its exact place in surgery is still 
undetermined. Our experience with the operation at the Colon 
Hospital has been interesting as well as instructive. We have 
reached the conclusion that the operation is not justified in late 
cases where there is great prostration and great changes in the 
mucous membrane and submucous tissues of the large intestine. 
On the other hand, early cases can be controlled by irrigation 
per rectum, combined with proper diet and rest. 

There remains an intermediate class in which ordinary 
treatment is unavailing, where there is an increasing number of 
stools daily, where considerable strength remains but patient 
is weakening. These cases grow worse and usually die. It is 
in this class only that I consider the operation indicated. 

As to the technique, two methods arc in use: (i ) By the 
formation of a fistula directly into the cecum and the irrigation 
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of the colon through a catheter inserted into the gut; and (2) 
by the use of the appendix, the catheter being introduced 
through it, neither operation is in itself dangerous in the least; 
with ordinary aseptic care, there is little reaction and adhesions 
are readily formed. Occasionally the appendix, from its posi¬ 
tion, cannot be brought up without making too much tension 
on the cecum. There is little difference in the difficulties ordi¬ 
narily presenting themselves, and but a few minutes arc re¬ 
quired for the completion of the operation. On several occa¬ 
sions I have gone down to the peritoneum under cocaine, and 
completed the operation by the use of a very little chloroform. 

Of the two methods, I prefer the cecostomy as done by 
the simple gridiron method and the gut fastened by a con¬ 
tinuous catgut-suture to the parietal peritoneum. The four 
“ corners ” of the wound (that is, where the angles are formed 
by the two edges of the external oblique crossing the internal 
oblique) arc anchored by sutures passed through both muscles 
and the peritoneum. These arc usually of silk, left long, and 
are very convenient in exactly locating the point at which to 
open the gut. This can usually be done after twenty-four 
hours, but if there is no special urgency, forty-eight hours’ time 
is allowed. The opening should be only large enough to admit 
a catheter of small size, through which the quinine solution 
can be introduced. The catheter can be left in position with 
a clamp to prevent leakage, or it can be replaced by a con¬ 
ical pad and reintroduced when desired. The closure of this 
class of openings is sometimes difficult, but usually they heal 
kindly after the planes of muscle are dissected out, the gut 
inverted and closure carefully done. 

I11 the use of the appendix, various methods were tried 
by us: (1) It was brought out through the internal oblique, 
given an “ ” shaped turn, and brought out through the 

external oblique and skin through an opening below; (2) it 
was brought directly through the entire wall and sutured to 
the skin; (3) it was brought well into the wound and the 
base of the appendix sutured to the parietal peritoneum. The 
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results were not as satisfactory as in the eases in which the 
cecum proper was used; the circulation in the appendix, even 
when most carefully handled, was uncertain and, in three eases, 
the organ sloughed. There is a certain amount of secretion 
from the mucous membrane of the appendix, which lends to 
prevent any spontaneous closure of the sinus, and it was more 
difficult to close these wounds, when the need for the irrigation 
no longer existed, than in the other class of cases. On the 
other hand, there is a decided advantage in being able to im¬ 
mediately irrigate the colon, if the case is an urgent one, even 
while the patient is on the table. 

In the cases in which the appendix was not used for irriga¬ 
tion, it was removed merely as a precautionary measure. The 
ordinary normal appendix,—and such are almost invariably 
found among the negro and native population of the Isthmus, 
—will admit a small catheter very readily, much more so than 
one would think unless his attention had been especially called 
to it. 

In eight eases out of eleven there was partial or com¬ 
plete recovery. In two eases the conditions, as demonstrated 
at autopsy, were those of very extensive ulceration, and both 
had nephritis. One ease was so weak that the operation was 
done almost entirely under cocaine, there was very little depres¬ 
sion afterward, but death occurred before the opening of the 
gut could be done on the next day. 

In the eases that recovered, the record of stools on the 
day before operation showed from 12 to 30, and in the two who. 
died soon after operation, the movements were uncontrolled 
and practically continuous. In seven cases the stools dropped 
to one or two on the fourth day, and in three eases, there was 
but one stool on the third day. These three had had, re¬ 
spectively, 12, 15 and 22 stools, with blood and mucus, on the 
day prior to operation. While immediate improvement took 
place, convalescence was slow and more than one operation was 
needed in closing the fistula; in four of the patients. Relapses, 
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after negative stools for some weeks, occurred in three cases; 
further irrigation again cleared up the condition. 

In one case in which there was clinically a complete cure, 
an opportunity for autopsy was secured by the patient's death 
from beri-beri three months later. The gut was found in ex¬ 
cellent condition, the sinus closed and a broad, firm attachment 
of the cecum to the abdominal wall. 

SUMMARY. 

In “ intermediate ” cases, in which there is still a reason¬ 
able amount of strength but where treatment is not control¬ 
ling the dysentery, the operation of eccostomy with irrigation 
of the colon with quinine solution is indicated. Cccostomy 
is preferred to apnendostomy because of less sloughing and an 
easier closure of the fistula. The appendix should be removed 
at the time of fastening the cecum in the abdominal wound. 

A rapid improvement usually follows the beginning of 
irrigation, but convalescence is slow, and at times difficulty 
is experienced in closing the fistula:. The after treatment, 
irrigation, etc.,—is tedious, and the patients are offensive 
cases to have in a ward. All in all, it is the lesser of two 
evils, but in my opinion, it saves lives in selected cases. 



